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The devastating tornado which struck us 
March 4th brought out the best of 
OXEQUIP ...we found emergencies are 
‘old Hat’ to us. We expect no more 
delays or confusion than absolutely 
necessary and thank you for your 
patience. 

NOW IN THE WORKS: Same location— 
new production lines, new equipment, 
completely renovated offices .. . all in an 
improved environment designed to serve 
you better than ever before! Watch us 
go! 


OXEQUIP 


Oxygen Equipment & Service Company 
8335 South Halsted Street 
Chicago 20, U.S.A. HU 3-3800 
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NOW... 


accurately administer 


prescribed inhalation 
therapy regardless 
of patient’s breathing 


characteristics 


EXHALATION- 
PRESSURE VALVE 


ba new Bb valve Ohio Chemical’s unique E-P Valve employs the principle 
sepafaitely for of a spring-loaded relief valve rather than the variable 
attachmemgto any orifice type. Therefore, exhalation pressure may be 
precisely controlled from 0 to 6 centimeters of water. 
combinalilin with Each setting (from 0 to 6) is clearly marked on the 
the No. 100 Mask and knurled knob of the molded Nylon body of the valve. 
Oxygen Diluir — or An attached metal pointer assures a fixed setting. The 


with the’No. 100 E-P Valve weighs only one-third of an ounce. It may be 
ais ——-- easily removed from the mask for cleaning and sterilizing. 


For complete information, write Dept. IT-12, Ohio 
Chemical & Surgical Equipment Co., Madison 10, Wis- 
consin; on the West Coast, Ohio Chemical Pacific Com- 
pany, Berkeley 10, Calif.; in Canada, Ohio Chemical 
Canada Limited, Toronto 2, Ont.; overseas, Airco Com- 
pany International, New York City 17 (all divisions or 
subsidiaries of Air Reduction Company, Inc.) 


oe orifice type 
4 
10 
Ohio E-P Valve 
5 
1 2 3 4 5 6 7 8 9 610 
THIS CHART COMPARES ACCURACY OF OHIO’S NEW E-P VALVE WITH THAT 
OF CONVENTIONAL ORIFICE TYPE WITH 4 CM.OF H20 SETTING. 


Serving the Medical Profession 
for Over Fifty Years 
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NOW! 


A NEBULIZER 
NEW 


The Mainstream® 
TepidMist® Nebulizer — 
Remodeled and Improved 
for Greater Dimension in 
IPPB Therapy by 


Mist 0, Gen® 

NEW IMPROVED FEATURES 

The introduction of the Main- 

stream TepidMist Nebulizer 

offers many additional advan- 
tagesin positive pressure 
therapy. 

e It provides heated aerosol 
when desired, but in no way 
affects the maximum efficient 
operation of the IPPB valve. 

e The heating unit is easily de- 
tached from the plastic reser- 
voir, and does not come into 
contact with the aerosol solu- 
tion. The reservoir, when 
removed, can be cleaned sep- 
arately without damage to 
the heating unit. 


In addition, the Mainstream TepidMist Nebulizer: 

e Provides true aerosol at body temperature. 

¢ Carries heated aerosol to the site of mucus plugging. 

e Distributes moisture throughout the entire respiratory system. 

e Provides adequate humidity for continuous IPPB therapy. 

© Gives the most effective particle size. 

e Is adaptable to all IPPB equipment, including the Bennett, Dotco, Ventalung, 
Bird, Mine Safety Appliance, Emerson, and others. 

e Is easy to operate in the hospital, office, or at the home. 


* NEW LOW PRICE . . $89.50 x 


The Mist Oo Gen Equipment Company .. . recognized leader in the research and 
development of dependable humidification equipment for use in IPPB therapy. 


Considerations in Humidification by Nebulization: Pulmonary Emphysema: 
Ivan Cushing, MD, and William F. Miller, MD. Hurley L. Motley, MD. 
Diseases of the Chest, Oct. 1958, Vol. XXXIV, No. 4. Missouri Medicine, June 1960, pp 701-709. 


EQUIPMENT COMPANY 
2711 ADELINE STREET - OAKLAND 7, CALIFORNIA 
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Editorial 


For Better Understanding 


\ ," 7 ITH THE ADVENT of Registry, certain misunderstandings have arisen which 


can only be attributed to a failure of communications. 

Sometimes communications fail because people are inarticulate and have difficulty 
in expressing their thoughts clearly. At other times, information may be withheld 
deliberately, not maliciously, but because the situation does not justify releasing 
information. 

Certainly there is nothing inarticulate about the announcement describing Registry 
which appeared on pages 14 and 15 of “Inhalation Therapy” for December, 1960. 

Nor can any one be blamed for withholding information, since it was only business- 
like and ethical to withhold the official announcement of the Registry Corporation 
until such time as it was a legal entity, that is, a not-for-profit corporation in the State 
of Illinois. 

One of the copybook maxims which I often read to my students at Northwestern 
University is this: “the aim of good writing is_not only to make oneself understood, 
but to make oneself incapable of being misunderstood.” 

So in the space allotted to me by Editor Jim Whitacre, I wish to present a few facts 
which may lessen the existing confusion, and may create greater understanding. 

To begin with, the fact that you are a member of the A.A.I.T. does not mean that 
you are automatically a Registered Inhalation Therapist, nor that you qualify for 
Registry without taking an examination, 

Let me repeat that another way: A.A.I.T. Membership does not equal A.R.I.T. 
Membership. 

On pages 14 and 15 of our journal for December, 1960, is a clear explanation of 
the American Registry of Inhalation Therapists, prepared by physicians and by 
inhalation therapists who are members of the Board of Trustees of the American 
Registry of Inhalation Therapists. 
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This announcement states that the American Registry of Inhalation Therapists is a 
not-for-profit Illinois Corporation, sponsored by the American College of Chest 
Physicians, the American Society of Anesthesiologists, and the American Association 
of Inhalation Therapists. 


Clearly defined on these pages you will find the objectives of the A.R.I.T., the 
qualifications necessary for taking the examination, the fees, and the examination 
schedules. 

Also listed are the nine members of the Board of Trustees of the American Registry 
of Inhalation Therapists. 


If after reading this material you have any questions about appiications, qualifica- 
tions, examinations, fees, etc., I suggest that you write to the Registrar, whose name 
and address are given. 

If you have questions about anything else, or if you are concerned about the fee 


structure, the method of procedure, the policies, then I suggest that you write to the 
President of the A.R.I.T. Board of Trustees. 


To avoid further misunderstanding, let it be clear that the A.A.I.T. and the A.R.LT. 
while related, are, nevertheless, separate and distinct organizations. 

While it is true that the Executive Director and the Board of Directors and the 
Advisory Board of the A.A.I.T. worked to establish Registry, it is also true that the 
policies and operation of the new not-for-profit corporation are independent of the 
A.A.LT. 

This attempt to clarify our relationship must not be taken as a dismissal of our 
responsibilities; nor must any one get the impression that your Executive Director 
or your Board Members are in any way disgruntled. Nor does it mean that we do 
not wish the A.R.I.T. every success. 


It does mean that with the Registry Corporation a fact. Inhalation Therapy is 
coming of age, and that qualified Inhalation Therapists will at last be given the status 
and recognition which their training, experience, and dedication warrant. 


It means, too, that we can look forward to increased professional standards for all 
members of the A.A.I.T. as they grow in skill, knowledge, and stature, and become 
Registered Inhalation Therapists. 


To the A.A.I.T.’ers who have expressed their concern at having to take an examina- 
tion, may I point out that this is standard procedure for any professional group. 
In other words, membership in the parent association, the A.A.I.T., is considered a 
first step, and then, after further training and the acquiring of more knowledge, the 
A.A.1.T. Member takes an examination to improve his professional status. 


Furthermore, all Inhalation Therapists who advance themselves to the status of 
“Registered Inhalation Therapist” will not only enhance the reputation of inhalation 
therapy, but in so doing will gain the respect and approval of similar paramedical 
groups, doctors, hospital administrators, and others. So that the stiff requirements 
(so-called) rather than hurting our cause, will, on the contrary, help it. 

In closing, I wish to ask a favor of all A.A.I.Ters. 

First, that you remain open-minded about the Registry until it has had a chance 
to prove itself. 

Second, that if you get a chance to thank any of the nine members of the A.R.I.T. 
Board of Trustees, you do so. Very few pee realize or appreciate the amount of 
work and time spent by these doctors and inhalation therapists in the establishment 
of this Registry Corporation. 


Third, that you remain professional-minded so that the A.A.I.T. need never regret 
having had you as a member. 


Fourth, that you never forget the only justifiable motivation for the existence of 
both the A.A.I.T. and the A.R.I.T.—and that is, improved care of the patient. 


—Albert Carriere, 
Executive Director 
American Association of Inhalation Therapists 
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The same precision in workmanship and materials as evident 
in the famous I. P. P. B. Units is found in accessories and replace- 
ment parts. Quality is a byword from design through inspection 
to packaging. 

Write today for descriptive brochure. 


BENNETT RESPIRATION PRODUCTS, INC. 


2230 SOUTH BARRINGTON AVENUE, LOS ANGELES 64, CALIFORNIA 
Distributed East of the Continental Divide by Puritan Compressed Ges Corporation 
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Resuscitation of the Newborn: Part I 


Fetal circulation differs 
from that of the adult 


by Paul R. Knox, LCDR, MC, USN* 


During the period of gestation, the fetal 
circulatory system is by far the most im- 
portant one—since the placenta is the fetal 
organ of respiration—the lungs have no 
physiological function until birth. 

“Oxygenated” blood (64-80% saturated) 
returns to the fetus from the placenta via 
the umbilical vein, passes through the 
ductus venosus to the inferior vena cava 
and hence to the right atrium. (It might 
be mentioned that this blood from the 
placenta is mixed with the venous blood 
in the inferior vena cava, so actual oxygen 
content is even less by the time it reaches 
the heart.) Most of this “oxygenated” 


Dr. Knox is on active 
duty in the Navy, but is 
assigned for postgraduate 
work to Duke University 
Medical Center, where 
he is an Associate in 
Anesthesia. 


blood passes through the foramen ovale to 
the left atrium, then to the left ventricle 
and out the aorta—so the heart and brain 
are supplied with arterial blood that is 
relatively richer in oxygen as compared to 


_ that supplied to the rest of the body. The 


blood returning from the upper part of the 
body enters the right atrium via the super- 
ior vena cava, mixing in the right atrium 
only very little, thence passes to the right 
ventricle and then out the pulmonary 
artery. Most of this blood is shunted from 
the lungs via the: ductus arteriosus to be 
mixéd with the “oxygenated” blood in the 
descending aorta. Blood returns to the 
placenta via the umbilical arteries—which 
are continuations of the hypogastric ar- 
teries. Most of this fetal circulation has 
been substantiated fairly recently by 
experimental work, although this pathway 
of fetal circulation was described as early 
as 1790. 

The common theory is that lungs during 
fetal life receive very little blood, but 
recently the lungs of full term fetuses 
were found to be highly vascular, contain- 
ing more than 5% of the total fetal blood 
volume, and the pulmonary capillaries 
were found to be of significant calibre. 
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Actually the pulmonary capillary bed is 
usually well developed by the 27th week 
of gestation and is capable of functioning. 

At full term, about a quarter of the total 

blood volume is found in the placenta and 
the rest in the fetus—about 100 ml in the 
placenta and about 310 ml in the fetus. 
About 2/3 to 3/4 of the blood in the pla- 
centa can be returned to the fetus if the 
cord is not clamped immediately at birth. 

Fetal blood has an oxygen-carrying 

capacity of 21.5 volumes %; however, the 
“oxygenated” blood returning to the fetus 
is somewhere between 64 to 80% satu- 
rated. Fetal hemoglobin is said to have a 
greater affinity than adult hemoglobin for 
oxygen at low partial pressures. 

The following changes occur in fetal 

circulation at birth: 

1. Occlusion of the placental circulation 
is promptly affected by the constric- 
tion of the umbilical arteries, so no 
more blood can leave the fetus. 

2. As indicated previously, much of the 
blood in the placenta can drain back 
to the fetus if the umbilical cord is 
not clamped immediately; however, 
once the cord is clamped, the ductus 
venosus has no functional purpose. 

3. Unless a structural deficit is present, 
the foramen ovale is closed from a 
functional standpoint within a few 
minutes. The mechanism by which 


The subject of resuscitation of the 
newborn is one about which much 
has been written, but many conflict- 
ing theories have been proposed, and 
agreement has been reached only on 
some of the basic principles. All this 
“wealth” of material indicates that 
much is not known about changes 
occurring in the infant at birth. 


Dr. Knox first reviews for us some 
of the physiological and anatomical 
facts concerning the circulatory and 
respiratory systems of the fetus dur- 
ing intra-uterine life, and the changes 
that occur at birth. Our next issue 
will carry his pointers on the actual 
resuscitative procedures.—Ed. 


this occurs is not clearly understood. 

4. The ductus arteriosus is closed by 
the activity of its highly muscular 
walls, the stimulus for closure usually 
being an increased oxygen content 
of the blood; but asphyxia can cause 
the same effect due to the release of 
sympathetic amines. However, an 
increased blood oxygen content that 
is maintained is necessary for the 
continuing contractions of the ductus 
arteriosus. 

There is some debate on the rapidity 
with which the ductus arteriosus is func- 
tionally closed. One theory recently pro- 
posed is that the ductus gradually closes 
and as the pressure in the pulmonary 
artery falls, there develops a left to right 
shunt of a considerable quantity of blood. 
This supplement to blood in the pulmonary 
artery is said to help increase arterial 
oxygen saturation, and the resultant in- 
creased pulmonary return to the left 
auricle aids in keeping the foramen ovale 
closed. 

This all supposedly provides for a 
smooth changeover from the “fetal” to 
“adult” circulation. In cases of hypoxia 
and asphyxia neonatorum, the asphyxia 
increases this left to right shunt for awhile 
by the increasing arterial blood pressure; 
but with prolonged asphyxia, circulatory 
failure ensues and the benefit of an open 
ductus is lost. This is due to the fact that 
failing arterial blood pressure cannot main- 


tain the left to right shunt—in fact the — 


shunt returns to the fetal state of right 
to left. Thus blood is directed away from 
the lungs; also the right atrial pressure 
becomes elevated and blood once more 


can pass through the foramen ovale to’ 


left- atrium. 


The fetal circulation is now re-estab- 
lished, with the development of a vicious 
cycle of increasing anoxia, respiratory 
distress, and circulatory failure with death 
imminent unless the situation is reversed. 

There has been considerable discussion 
in the literature about the fetal lungs and 
respiratory activity in utero. The fetal 
lungs are compact and “gland-like” in 
structure. The bronchi and bronchioles 


continued on page 20 
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Oxygen Tents Go Streamlined At Johns Hopkins 


by William L. Siegman 
Chief Inhalation Therapist 


Johns Hopkins Hospital, Baltimore, Maryland 


LDER oxygen administration meth- 

ods have given ground to the inex- 
pensive open-top face tent at Johns 
Hopkins. In 1959, with an average of 30 
patients receiving oxygen simultaneously 
in the hospital, sixteen received oxygen 
through open-top face tents, nine by re- 
frigerated tents, three by catheter, and 
two by face mask. The current trend in 
favor of the open-top face tent is primarily 
based on its operating simplicity, ability 
to maintain adequate concentrations, pa- 
tient comfort, and low maintenance costs. 
Because of its simplicity, the face tent 
requires practically no maintenance out- 
side of routine cleaning after use. After 
being used, face tents are brought into 
the oxygen therapy department and 
checked for damage. At this time the 
damaged units are discarded. The face 
tents and tubing are washed and placed 
in an antiseptic solution for sterilization. 
After air drying, they are put in a glass- 
door cabinet in the oxygen therapy de- 
partment for storage. Proper care has 
made it possible to use each open-top face 
tent several times before it is discarded. 
The open-top design of the face tent 
provides a significant safety factor be- 
cause even if the gas flow is blocked, 
atmospheric oxygen will be available to 
the patient. In addition, the face tent 
eliminates concern about the possibility 
of oxygen toxicity from the inhalation of 
high concentrations of oxygen, or the 
occurrence of apnea in the patient with 
CO. narcosis whose remaining hypoxic 
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drive for respiration is removed by inha- 
lating oxygen of too high concentration. 

A number of patients will tolerate 
neither mask nor nasal catheter, and make 
it necessary to tie up expensive electric 
tents which are not actually indicated. In 
such a case, the patient will tolerate a face 
tent with very little difficulty. It has also 
been observed that some patients who are 
extremely apprehensive tend to exhibit 
less anxiety with a face tent than with the 
larger and better-known oxygen tent. 

The use of the face tent has not been 
restricted to any particular type of pa- 
tient; however, it is used most frequently 
on post-operative cases. The face tent is 
particularly useful on those patients who 
require a large degree of nursing care; 
frequent pulse and blood pressure deter- 
minations and the need for intravenous 


feeding or medication, etc., drastically re-— 


duce the concentration within a canopy, 
which must be opened and closed to pro- 
vide the necessary service. 

The post operative patient often re- 


quires the insertion of a Levine tube in 


one nostril. The use of nasal oxygen will 
cause both nostrils to be occupied, and 
the drainage tube will interfere with al- 
ternating the nasal catheter between nos- 
trils to relieve nasopharyngeal irritation. 
In these instances, face tents allow the 
patient to receive the proper amount of 
oxygen regardless of nursing care, and 
with a minimum of discomfort. As the 
patient’s condition changes, it may be de- 
sirable to utilize some other type of 
apparatus. 
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Breathing, as well as visibility, is com- 
pletely free and unobstructed at all times. 
Rarely has a complaint been made of 
claustrophobia or unpleasant odor. 


The face tent, currently available from 
many suppliers, fits comfortably over the 
lower portion of the patient’s face and is 
open wide at the forehead to allow the 


escape of exhaled gases and vapors. Con- 
structed from flexible, clear plastic, the 
unit is supported by an adjustable plastic 
headstrap. Its weight is only 1% ounces. 
It can be easily removed for washing and 
feeding, and constant attendance or ex- 
pert supervision is unnecessary. Simul- 


taneous Wangensteen suction drainage or . 


Miller-Abbott tube feeding can be per- 
formed where indicated. 

Humidified oxygen enters the fact tent 
through a shower-head dispersal system 
that eliminates many of the discomforts 
present with nasal catheters and face 
masks. A continuous flow of oxygen re- 
places the consumed gas, and CO: and 
warmed vapors flow out readily through 
the open top of the face tent. The flow of 
atmospheric air through the open top 
along with the oxygen entering the mask 
provide adequate dilution of CO, to a 
safe level. 


“This photo shows the face tent being used with 
large bore tubing as an aerosol mask. When used for 
oxygen with standard humidification, the smaller 


input nipple is used.’’—Photo courtesy NCG 


EMERSON 
“UCYCLIT-B” Respirator 


Triggered by the patient’s own breathing impulses, the “Ucyclit” 
augments each spontaneous effort. It assists like an IP PB unit, |} 
but without masks or tubes at the airways. Negative pressure inside 
the soft plastic wrap expands the chest. A shell arched over the 
space, but rests | 
on the bed, not i 
the patient. 


For details 
please request 


Form 82-B 


J. H. EMERSON CO., CAMBRIDGE 40, MASS., U. 
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Effective Therapy Requires Integrated 


Efforts of Nursing Team and Therapists 


by Joan K. Grayson, R.N. 


HE phenomenal growth of inhala- 

tion therapy places great demands on 
all those responsible for patient care. A 
U. S. National Health Survey for the year 
ending in June 1958 showed that approxi- 
mately 2% million persons were hospi- 
talized in that time due to respiratory 
illnesses. The use of inhalation therapy in 
the treatment of acute and chronic diseases 
of the lungs is expanding rapidly. Re- 
search has advanced this therapy at such 
a pace that it has been difficult for the 
medical and nursing professions to keep 
abreast of it. There has been a particularly 
rapid growth of therapy in the past 10 
years. Approximately 175,000,000 cu. ft. 
of oxygen is sold each month to hospitals 
in the United States, mainly for adminis- 


Mrs. Grayson is Oxygen 
Therapy Consultant for 
the Linde Company, a 
Division of Union Carbide 
Corporation, New York. 
She is also on the faculty 
of the School for Inhala- 
tion Therapists at St. 
Elizabeth Hospital in 
Elizabeth, New Jersey. 
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tration to patients. This is the equivalent 
of approximately 717,000 large cylinders 
(“K” or “G” size.) Twenty-five years ago, 
the use was approximately 5,000,000 cu. 
ft. or 20,000 large cylinders per month. 

Important advances in the use of oxygen 
and inhalation therapy are being reported 
monthly in the medical journals. Advances 
have been made in the use of oxygen in 
the medical complications of pregnancy, 
in treating diseases of the aged and in 
rehabilitation of the aged, to mention only 
a few. 

Total patient care is the end result of a 
number of groups within the hospital 
working together, and functions of these 
groups necessarily overlap. At the head of 
the health team is the physician who de- 
termines the patient’s therapy needs. The 
nursing team is under the command of the 
registered nurse, and the physician de- 
pends on her to see that his prescription 
for the patient is fulfilled. The inhalation 
therapist is an auxiliary member of the 
nursing team upon whom the nurse de- 
pends for assistance in administering the 
therapy. Both the nurse and the therapist 
must know what is required for the ther- 
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apy and the correct technique of applica- 
tion. Both must understand the patient’s 
need, the function of the apparatus, and 
be aware of the desired results. To obtain 
good results, the nurse and the therapist 
must work closely together toward one 
basic goal—to do at all times what is best 
for the welfare of the patient. 


Staff must be organized 


There are a number of elements that go 
to make up safe and effective therapy and, 
in order that the nurse and therapist may 
efficiently function together, the divisions 
of responsibility must be recognized and 
provisions made for molding them into a 
smoothly functioning whole. 

The initial responsibility for providing a 
good inhalation therapy service rests with 
the hospital administration. This impor- 
tant medical specialty cannot be handled 
out of a hall closet nor can it operate with- 
out specific medical and technical super- 
vision. The days of having apparatus 
scattered all over the hospital with no cen- 
tral control point are over. Hospitals have 
learned the hard way that this is uneco- 
nomical because valuable apparatus is un- 
intentionally mishandled and misplaced, 
and is seldom ready for immediate use 
when needed. 


The medical supervisor of the therapy 
provides leadership and guidance for the 
medical staff so that patients will receive 
the best possible therapy according to cur- 
rent standards. He also acts as liaison 
between the therapist and technicians. 
The therapist is the technical supervisor 
of the service and technicians are trained 
by him and function under his direction. 

The hospital administration should fur- 
ther be responsible for setting up the 
policies under which the Inhalation 
Therapy Department will operate. The 
chain of command should be determined, 
responsibility clearly designated and ef- 
fective communications established among 
all parties. 

Communications must be adequate 
enough to cover all facets of the therapy 
procedure. The prescription is a form of 
communication and it must be complete. 


It should be detailed and clear enough for 
the nurse and therapist to know what 
apparatus to use and how much oxygen 
to give. You have probably seen a pre- 
scription such as “start Ov,” which is very 
inadequate. It lacks the type of apparatus 
to be used, the concentration or dose of 
oxygen, the frequency and length of the 
treatment. It places unfair and unqualified 
responsibility upon the nurse or therapist. 
To provide a clear guide, the prescription 
should include the method of administra- 
tion, concentration of oxygen, and the 
duration of the treatment (continuous or 
intermittent ). Special medications for aer- 
osol therapy should be ordered in the 
usual manner. When pressure breathing is 
used, the amount and type of pressure 
required should be named. Standing or- 
ders for inhalation therapy covering the 
use of each type of apparatus should be 
established by the medical supervisor. The 
standing order should have the general 
approval of the medical staff with the 
understanding that it will be followed in 
all instances where a specific order is 
lacking. 


Orders should give details 


After receiving the prescription, the 
nurse notifies the Inhalation Therapy De- 
partment that therapy has been ordered 
and requests the necessary apparatus. It is 
the responsibility of the therapist to assem- 
ble the correct apparatus and set it up at 
the bedside of the patient. Preparation of 
the patient is a most important part of 
effective therapy. Responsibility is shared 
by the physician, and the nurse and ther- 
apist. The physician tells the “why” and 
“how.” If the patient knows why the treat- 
ment is needed he will accept the treat- 
ment more readily. The therapist explains 
the mechanics and basic principles of the 
apparatus. The nurse enhances the teach- 
ing done by the others so that the patient 
will be relaxed and free from unnecessary 
fears and can obtain maximum benefit 
from the treatment. Successful patient care 
depends in large part on the trust and 
understanding that is developed between 
the patient and those attending him. 

continued on page 30 
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continued from page 14 


have a definite lumen while the more distal 
air passages and alveoli do not. The alveoli 
are lined with cuboidal or low columnar 
epithelium; and only after breathing is 
instituted or amniotic fluid distends the 
alveoli, does the alveolar lining assume the 
“adult” type, namely, a single layer of 
squamous epithelium. 


The somatic motor nerve system con- 
cerned with respiration has its genesis 
early in embryonic life; soon higher neu- 
rons are formed and brought into a 
mutually integrated center to comprise the 
respiratory center. Appropriate stimuli 
(such as afferent nervous discharge into 
the respiratory center, carbon dioxide 
acting directly on the center, and anoxial 
enhancement of its excitability ) can bring 
this center into premature activity. How- 
ever, it is doubtful if this respiratory mech- 
anism functions in the strictly normal 
course of intrauterine life. 


Respiratory movements have been noted 
as early as 12 weeks in the human fetus; 
however, this was coincident with the 
interruption of the placental circulation. 
The variety of respiratory movements, with 
or without the aspiration of amniotic fluid, 
which occur in utero are probably asso- 
ciated only with asphyxial states. However, 
some investigators feel that respiratory 
activity starts in utero, and at birth breath- 
ing is just a continuation of this activity, 
but with air being moved in and out of the 
lungs instead of amniotic fluid. 


The majority opinion is that respiratory 
activity starts at birth. The stimuli for 
initiating respiration at birth are not defi- 
nitely established, but it is believed prob- 
ably anoxia, hypercarbia and afferent 
stimuli from the changed environment 
may be responsible. 


In the newborn full term infant, the 
respiratory rate is 40-60 times/minute; 
tidal volume is 18-25cc, and respiratory 
minute volume is 700 to 1500 cc. 


For respiration to begin at birth and to 
continue unabated, the following are con- 
sidered essential: 
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1. An active and receptive respiratory 
center which in turn is capable of 
emitting rhythmic stimuli. 

2. Intact nervous pathway along which 
these stimuli can be transmitted to 
the muscles of respiration. 


3. Respiratory muscles that are able to 
receive stimuli and respond accord- 
ingly. 

4. A clear airway. 


Alveoli with the capacity to receive 
air and distend appropriately. 


6. A pulmonary capillary bed suffici- 
ently mature to receive and absorb 
oxygen. 


7. Adequate supply of oxygen in the 
inspired air. 

8. An uninhibited exchange of gases 
between the alveoli and the pul- 
monary capillaries. 


9. A cardio-vascular system that func- 
tions adequately. 


This integration of the nervous, respira- 
tory and cardio-vascular systems may have 
its continuity interrupted at any point; so 
that at birth there will be a hypoxic or 
apneic infant who may, in turn, develop 
permanent central nervous system damage 
or die. 


Asphyxia neonatorum is the term used 
for a newborn infant who fails to breathe 
at birth. Actually, in its strict definition, 
asphyxia (as derived from the Greek) 
means absence of pulsation. However, 
over the years it has become associated 
with suffocation and apparent death. 
(Asphyxia frequently denotes anoxia and 
concurrent hypercarbia.) Apnea neona- 
torum might be a better term. 


In 1954, the death rate for newborn 
infants in the first 24 hours of life was over 
50,000. Over the past 40 years, there has 
been very little reduction in this rate, 
apnea neonatorum comprising about 50- 
60°% of all causes. 

The immediate cause of apnea neona- 
torum is usually a depressed or damaged 
central nervous system due most often to 
cerebral hemorrhage, intrauterine anoxia 
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or other agents causing direct central 
nervous system depression. 

The basic etiological factors may be 
classified into maternal, fetal or obstetrical 
causes: 


I. Maternal factors: There has been 
noted an increased incidence of apnea 
neonatorum with mothers over 40 
years of age, with great multiparity 
and with certain diseases of the 
mother. Some of the diseases impli- 
cated are heart disease, anemia, pul- 
monary diseases, metabolic diseases 
and toxemias of pregnancy. 


Il. Fetal factors: Included in this group 
are malformations of the respiratory 
and cardiovascular system, diaphrag- 
matic and other abnormalities—espe- 
cially those of the head and neck. 
Immaturity is a great factor, but many 
conditions of the mother cause pre- 
mature birth. 


Ill. Obstetrical factors: Included under 
this classification are abnormalities of 
the uterus and placenta, as well as fac- 
tors associated with labor and delivery. 


The presentation and position of the 
fetus during labor is occasionally a factor, 
there being an increased incidence of 
apnea neonatorum with breech presenta- 
tion and transverse and occiput posterior 
positions. Prolonged labor is definitely a 
factor, especially when associated with 
borderline or cephalopelvic disproportion. 
Abnormalities of the placenta include 
gross infarction of the placenta, low inser- 
tion, placenta praevia, premature separa- 
tion, prolapse of the umbilical cord, kink- 
ing or knotting of the cord, the cord 
wrapped around the infant’s neck — also 
uterine tetany and contraction rings. 


The usual signs of intrauterine fetal 
distress are a sustained heart rate below 
100 or above 160, irregular heart rate, and 
meconium-stained amniotic fluid. 


During actual delivery, the obstetrical 
maneuvers implicated are breech delivery, 
version and extraction, mid-forceps (this 
carries about 25°; mortality), cesarean 
section, and low forceps without an 
episiotomy. 


Analgesic agents are often a cause of 
temporary apnea at birth (as are general 
anesthetic agents). Without the use of 
hypnotics and narcotics for sedation and 
pain relief during labor there is an inci- 
dence of respiratory distress of only 1.9%. 
But by the careful and judicious use of 
these agents during labor, very little diffi- 
culty is experienced except with large 
dosage and administration too close to 
delivery. 


As is well known, anesthetic agents can 
play an important part in depression of 
the newborn—except possibly for local in- 
filtration with or without pudendal block, 
but even here a toxic reaction is possible. 
This last named method is probably the 
safest when someone trained in anesthesia 
is not available. Regional anesthesia (usu- 
ally saddle block or caudal) might be 
considered the method of choice in experi- 
enced hands. All general anesthetic agents 
will pass to the fetus; here time plays an 
important role in the degree of depression 
as does depth of anesthesia. In a recent 
series which included 756 deliveries done 
under spinal anesthesia and 457 under 
general anesthesia, and both groups using 
the same sedation, the incidence of a 
depressed infant was significantly higher 
in the group receiving general anesthesia, 
and low in the spinal group despite pre- 
medication. Some other facts about anes- 
thesia as related to labor and delivery are: 


1. Relaxants are of no value in relaxing 
a contracted uterus. 


2. No anesthetic agents used will 
relieve cervical dystocia. 

3. If labor is well established, no drug 
will stop it. 

4. No method of pain relief will increase 
the length or strength of uterine 
contractions. 

Also the statement has been made that, 
whereas cyclopropane provides good oxy- 
genation of the mother, fetal oxygenation 
is poor (due perhaps to opening of A- V 
shunts in the uterus ). 


*The statements made herein do not necessarily 
reflect the opinion of the Navy Department. 


Part Il will appear in the June issue 
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ABSTRACTS 


“Dangerous Dusts and Furtive Fumes,” an Edi- 
torial in J.A.M.A., 5 Nov 60 (174:1320), reviews 
some interesting “new” pulmonary disorders be- 
ing encountered as occupational hazards in 
recent years. 

One of them described about four years ago 
by Lowry & Schuman in J.A.M.A. (162:153, 
1956) was called “silo-filler’s disease,” and ap- 
pears to be caused by the poisonous Nitrogen 
Dioxide gas released in the fermentation of the 
corn ensilage inside the closed silos. (See also 
“Nitrogen Dioxide Pheumonia,” by R. R. Gray- 
son, M.D., in November 1957 GP, abstracted in 
Inhalation Therapy, December 1957). It produces 
an acute pulmonary edema and _ bronchiolitis, 
which peculiarly recurs after apparent recovery. 

Another, dubbed “farmer’s lung” in a more 
recent report by Dickie & Rankin in J.A.M.A. 
(167:1069, 1958) is marked by chills and fever, 
headache, malaise, dyspnea, cyanosis, cough and 
hemoptysis. Here the causative agent appears to 
be mold spore-laden dusts of hay, grain, fodder, 
etc., and the result is an acute granulomatous 
interstitial pneumonitis. 

At about the same time, Bergmann, Flance & 
Blumenthal published an account (New Engl. J. 
Med., 258:471, 1958) of what they term pul- 
monary thesaurosis, arising in women from the 
inhalation of hair spray. Here it is evidently not 
the solvent-propellant agent used in the aerosol, 
but rather some resin molecules too large to pass 
through the kidneys which are therefore deposited 
in lymph tissues, including the lungs. 

Still more recently (J.A.M.A. 171:15, 1959), 
Bringhurst, Byrne & Gershon-Cohen reported a 
clinical entity known as mushroom worker's 
disease, which symptomatically is about like 
farmer’s lung. The etiologic agent here seems to 
be horse manure compost, which can generate 
some nitrogen dioxide, but which also is covered 
with a mold which is even more suspect. 

In a current paper by Buechner (J.A.M.A., 
174:1237, 1960), the condition called bagassosis 
is described. It appears to be caused by inhala- 
tion of the dust of bagasse, the sugar cane fibre 
used in some factories manufacturing paper or 
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fiberboard. The symptoms are about the same as 
those of farmer’s lung, of which this may be 
merely a variant, as the dusts are similar in 
nature. 

Thus, to the older inhalational diseases like 
anthracosis, silicosis and asbestosis, we are adding 
these new ones, and as the editorial points out, 
“the list of these inhalational disorders continues 
to grow.” Some evidently are due to irritation or 
toxicity directly attributable to the dust particles 
themselves; others to fungus or mold spores that 
accompany the dust; and others, perhaps, to 
agents as yet unidentified. 


“The Mechanism of Breathing,” by Wallace O. 
Fenn, Ph.D., in Scientific American, 202:138, 
1960. 

Unlike papers in a medical journal, document- 
ing research or clinical case histories, here is an 
expository essay on the marvelous machinery by 
which we effect respiration. Written by one of 
the world’s leading respiration physiologists, it is 
profusely and interestingly illustrated, and con- 
tains some remarkably clear explanations of the 
pressure relationships in the lungs which have 
baffled students for many years. 

An example of the way in which the informa- 
tion is conveyed, is the following quotation: 
“With a microscope one can see that the smallest 
branches (of the bronchi), the bronchioles, end 
in many small sacs, the alveoli. Where the routes 
to the alveoli from the trachea are short, the 
tubes are apparently smaller in diameter; as a 
result all of the alveoli, regardless of their dis- 
tance from the trachea, tend to expand simul- 
taneously—a neat engineering trick!” 

There is an enlightening discussion of the 
pressure-volume curves of the lung. When the 
volumes of air contained in the lungs at different 
pressures are plotted on a graph, a whole family 
of such curves is obtained; the three most signifi- 
cant are the ones representing the situation when 
all the inspiratory muscles are maximally con- 
tracted, all the expiratory muscles maximally 
exerted, and the mid-point between these ex- 
tremes, where all of both sets of muscles are 
relaxed. These curves, as he says, “have a sig- 
nificance that goes beyond pressure-breathing. In 
fact, they describe the mechanical limits of the 
breathing apparatus more or less completely.” 

The relationship of the pleural covering of the 
lung and lining of the chest cavity is carefully 
developed, using interesting details this reviewer 
has not seen in standard texts treating the subject. 

In discussing the work of breathing, Dr. Fenn 
says that for one breath, it is “equivalent to rais- 
ing one pound 1% inches,” and “the effort re- 
quired to renew the air in the lungs is negligible, 
and energy to sustain it can be supplied (at 5% 
efficiency) by two lumps of sugar or their 
equivalent per day.” 

Regarding the old rapid-shallow versus slow- 
deep respiratory patterns, it is pointed out that 
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whereas the rapid-shallow technique does not 
give enough alveolar ventilation with respect to 
the amount of dead-space ventilation, the slow- 
deep method is more tiring because it requires 
more work. (“The pressure-volume diagram 
shows that the work done with each breath in- 
creases as the square of the volume.”) Hence a 
compromise is the most satisfactory. When such 
a mid-way compromise is calculated, the answer 
for the most ideal work efficiency: good ventila- 
tion relationship is approximately 15 breaths per 
minute, each of about 500 cc volume. Lo and 
behold! the average respiratory rate and volume 
for the adult male “happens” to be just that. 


There are fascinating descriptions of the osmo- 
tic pressure “pump” that regulates the amount of 
fluid in the intrapleural space, and of the action 
of the cilia of the respiratory epithelium, of the 
events going on during coughing, sneezing and 
other maneuvers such as yawning. 

—jJ.F.W. 


FILM REVIEW 


“HYPOXIA —INDICATIONS FOR OXYGEN 
THERAPY,” by the Linde Company. A new 
medical film, presenting a general survey of the 
causes and effects of hypoxia, has been prepared 
by the Linde Company, Division of Union Car- 
bide Corporation. Presented by Edwin Rayner 
Levine, M.D., it reviews the basic physiology of 
respiration and demonstrates clinical recognition 
of the major types of hypoxia. Augmenting this 
series of actual clinical examples is a sequence 
of animated diagrams which surveys. the causes 
of hypoxia. 

After reviewing apparent symptoms of hypoxia 
induced by exercise in a normal adult, Dr. Levine 
discusses true hypoxia in asthma, broncho-pneu- 
monia, pulmonary edema, and in typical post- 
operative patients. After pointing out the use of 
oxygen for these conditions, the film features an 
unusual photographic sequence of tissue hypoxia 
produced by coronary artery ligation, in a dog’s 
heart, and its improvement by oxygen inhalation. 

Most doctors encounter hypoxia with great 
frequency in daily practice. Their early recogni- 
tion of hypoxia has resulted in an increase of 
treatment for oxygen deficiency. This film’s pre- 
sentation of how to recognize and treat hypoxia 
makes it of great importance to all doctors who 
encounter clinical hypoxia whether they are spe- 
cialists or GPs. 

This 30 min., 16 mm., color, sound motion pic- 
ture was produced by Dynamic Films, Inc., New 
York. It is available on free loan from your local 
Linde oxygen therapy representative, or directly 
from Dept. HF, Linde Company, 270 Park 
Avenue, New York 17, N. Y. Due to a great 
demand for showings, please specify an alternate 
showing date. 
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CHAPTER ACTIVITIES 


by Howard R. Dockham 


Chapter Secretaries: Please send reports 
and notices to the new address: 

Howard R. Dockham 

4618 East Douglas 

Tucson, Arizona 


The GREATER NEW YORK CHAP- 
TER elected new officers at their January 
18th meeting, as follows: President, War- 
ren Greer; Vice-President, Joseph Klocek; 
Treasurer, William Jones; Secretary, Irv- 
ing Edelson. 


At the January 18th meeting of the 
SOUTHERN CALIFORNIA CHAPTER 
elections were held for the new year. New 
officers are: President, Mr. Gilbert Griffen; 
Vice-President, Mary Margerison; Secre- 
tary-Treasurer, Lillian Van Buskirk; Mem- 
bers of the Board, Mr. Charles Tate and 
Lenora Brenton. At the February meeting, 
President Griffen announced the election 
of Walter L. Jones, Senior Inhalation Ther- 
apist at UCLA Medical Center, to the 
Board of Directors for a three year term. 


The ROCKY MOUNTAIN CHAPTER 
also held elections at their January 19th 
meeting. President is Mrs. Grace G. Beez- 
ley, LPN; First Vice-President, Mr. Jones 
H. Harper; Second Vice-President, Mrs. 
Jeannette L. Stark, RN; Secretary, Mrs. 
Vivian F. Curtis, RN; Treasurer, Mrs. B. 
Beverly Randall; and Assistant Secretary- 
Treasurer, Mrs. Susan L. Cocharo, LPN. 


At the January 17th meeting of the 
DELAWARE VALLEY CHAPTER, the 
following officers were elected for 1961: 
President, Mr. George Jester; Vice-Presi- 
dent, Mr. Robert Knause; Secretary-Treas- 
urer, Mr. Robert Waters; and Board Mem- 
ber, Mr. Walter Palmer. A chapter project 
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was announced by Mr. Palmer: permission 
has been granted by AAIT Headquarters 
for the sale of “Leafax” booklets and Zippo 
lighters by the chapter. A committee of 
three was appointed to implement the 
details of this project. 


The MICHIGAN SOCIETY OF IN. 
HALATION THERAPISTS has _ com- 
pleted plans for their third annual work- 
shop, to be held April 6th at the Hayes 
Hotel in Jackson. Speakers from New York, 
Cleveland and Chicago, as well as from 
several places in Michigan, will be cover- 
ing a wide range of topics from “Fun and 
Hazards of Skin Diving” to “Nebulized 
Solutions and Cold and/or Tepid Mists.” 
A special feature will be the showing of a 
larger-than-life mannikin equipped with a 
special lighting system to illuminate in 
sequence the muscles used in either resting 
or active respiration. 


Presentation of the Southern Illinois Chapter Charter, left 
to right, Luther Platt, Sister Rudolpha and Mr. Carriere. 


A new chapter has been formed in 
Springfield, Illinois, called the SOUTH- 
ERN ILLINOIS CHAPTER. Officers are: 
President, Luther Platt; Vice-President, 
Henry Obernuefemann; Secretary-Treas- 
urer, Carl Stolleis. 


The Treadway Inn Motel in Batavia, 
New York will be the setting for the third 
annual institute of the WESTERN NEW 
YORK CHAPTER on May 25th. Plans are 
not yet completed, but one new feature 
will be concurrent sessions in order to meet 
the needs of two distinct groups of regi- 
strants: the chapter members and others 
engaged directly in this work, and visitors 
not yet experienced in the field. 
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EQUIPMENT NEWS 


(Information and photo- 
graphs are supplied by the 
manufacturers or distribu- 
tors.) 


Audible and Visual Alarm 


Ohio Chemical & Surgical Equipment Co. (a 
Division of Air Reduction, Inc.), Madison, Wis. 
offers new combination alarm panels, incorpo- 
rating both audible and visual warning signals. 
One of the most recently developed ones com- 
bines “Operating” and “Emergency” indicating 
devices. The “Operating” signal indicates when 
switch-over occurs from the in-service to reserve 
supplies of oxygen or nitrous oxide. The “Emer- 
gency” signals indicate an abnormally high or 
low line pressure. 


A “Normal” light is part of every Ohio alarm 
panel, It remains lighted to assure personnel the 
pipeline is functioning properly. 

Several types of auxiliary alarm panels are 
available to meet specific requirements, since 
each pipeline installation is custom-designed for 
the individual hospital. Switches in each alarm 
panel permit testing of the warning signal com- 
ponents. No. 621 


Various Mountings for Vacuum Bottle 


The Ohio Chemical & Surgical Equipment Co, 
(a Division of Air Reduction, Inc.) now offers a 
variety of mountings for their new vacuum bottle 
trap units. The units are available with or with- 
out the vacuum regulator and gauge for mount- 
ing on the wall at eye level, or in a specially 
designed floor carrier. The wall-mounted units 
are attached to a bracket which fastens directly 
to the wall or may be used with a wall mounted 
slide provided with Ohio “Diamond” outlets. 


The floor carrier has three conductive rubber 
casters and the bottle is held firmly in the stain- 
less steel carrier by three rubber spacers. The 
regulator and gauge are separate from the bottle 
and cap assembly to facilitate easy removal of 
the bottle for cleaning. 


Vacuum gauges are calibrated from 0 to 
200 mm Hg. with a large easily accessible ad- 
justment knob. All metal parts are chrome plated 
or corrosion-resistant. No. 622 


Emergency Cart 


An emergency cart that enables personnel to 
supply oxygen, suction or air more quickly to a 
patient, before arrival of a therapist or doctor, 
is offered by the National Cylinder Gas Division 
of Chemetron Corporation. 

The unit is a rubber-wheeled metal table with 
drawer. It is equipped with an oxygen regulator, 
a pump which provides compressed air or. suc- 
tion, and yoke headers equipped with check 
valves so that E cylinders may be replaced 
during use. 

The “Ox-Cart,” as it is named, can be loaded 
with such administrative equipment as _resusci- 
tators, masks, face tents, tubing, humidifiers and 
nebulizers. Apparatus plugged into outlets on the 
cart may be transferred immediately to wall out- 
lets so that the cart may be returned to its 
station for other emergencies. No. 623 
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Are These References 
on Your Shelf? 


by James F. Whitacre 


With growing interest in education, we 
receive more and more questions about 
where information is available. The plain 
fact is that textbooks written expressly for 
therapists are very few. Until some are 
produced, we need, therefore, to get as 
much as we can from the books written 
for doctors. Some of these are couched in 
such medical terms as to be unintelligible 
to lay readers; and some of them devote 
only small sections to the practical aspects 
of therapy. 


The following is by no means a com- 
plete listing of books on the subiect of 
inhalation therapy — there were several 
others reviewed in last June’s issue of 
INHALATION THERAPY —but is a guide 
to the contents of a representative group 
of them. They are presented in alphabeti- 
cal order of the authors’ names. Following 
the author’s name is the title, the publisher 
and publisher’s city, and the year of pub- 
lication. Brief comment on the contents 
follows each listing. 


1) Andrews, Albert H., Jr., M.D., MAN- 
UAL OF OXYGEN THERAPY TECH- 
NIQUES, Yearbook Publishers, Chicago, 
1947. 


As old as it is, this little uniform-pocket- 
size book contains much practical informa- 
tion still of use to the therapist. Its opening 
chapters deal with such solid factual 
material essential to the practice of inhala- 
tion therapy as the sizes, styles and color 
coding of cylinders available, how much 
they will hold of different gases when full 
~in terms of cubic feet, liters or gallons, 
with conversion factors for getting from 
one unit to another. There are tables show- 
ing how long the gas from a given size 


cylinder will last at various rates of flow, 
and a formula for calculating this from the 
pressure remaining in a large cylinder at 
any time. It gives important information 
about regulators, flowmeters, fittings and 
manifolds for bulk gas pipeline systems. 
Then there are chapters detailing the tech- 
niques of using 

With up-dating and new equipment 
illustrations, this book would be the 
definitive technical work for the therapist, 
because it is one of the two or three 
written just for him, and does not contain 
a lot of discourse on medical matters the 
beginner is not yet ready for. 

2) Barach, Alvan L., M.D., PHYSIOL- 
OGIC THERAPY IN RESPIRATORY IN 
RESPIRATORY DISEASFS, 2nd ed., J. B. 
Lippincott, Philadelphia, 1948. 

This book, like Andrews’, is also out-of- 
date equipment-wise, but contains much 
basic information which will be the same 
13 years from now as it was 13 years ago. 
More than half of the text is devoted to 
discussion of diseases, directed at the 
physician’s level of educational back- 
ground. Nevertheless, a therapist with 
good grounding in anatomy and physilogy 
will be able to grasp much which will help 
his understanding of pulmonary disorders. 
Especially noteworthy in his chapter on 
methods of therapy is Dr. Barach’s warn- 
ing against assuming any set percent con- 
centration for a given flow of oxygen per 
minute, because of the variability of the 
minute ventilation of the patient. 

3) Comroe, Julius H., Jr., M.D., and 
Dripps, Robert D., M.D., PHYSIOLOGI- 
CAL BASIS FOR OXYGEN THERAPY, 
Charles C. Thomas, Springfield, 1950. 


This monograph is excellent for giving 
the therapist a clear picture of the effects 
of oxygen on various parts of the body; 
the causes of and types of anoxia, distin- 
guishing between those of pulmonary and 
those of cardiovascular origin. There are 
also informative sections on the use of 
oxygen for conditions unrelated to anoxia, 
and on the toxicity of oxygen under certain 
conditions. There is no material on equip- 
ment or techniques. 


Additional references will appear in future issues. 
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the need for 


emergency oxygen 
is immediate 


Portable unit illustrated, consists of accurate liter flow 


—— therapy regulator, cylinder base, mask and inspiratory 


valve assembly and tank key. 


Accommodates “D” or “E” size cylinders 


All a therapy regulators are made from 


solid brass bar stock and are heavily chrome plated for 
safety and endurance. A pre-set style adjusting screw 
_ that can be set for prescribed oxygen flow and a self 
: reseating relief valve are two of the many other safety 


features. 


Write us, or ask your nearest dealer for Catalog No. 10, illustrating 
a most complete line of oxygen therapy equipment. 


NAL media equipment 


218 fremont street san francisco 5 california 
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CLASSIFIED AD 


New Position Available 


at least two years. Minimum of two years of col- in a 
lege, plus completion of approved course. New Official AAIT Jewelry : 
department in private, general hospital. 210 beds, ; 4 
being increased to 250. Large teaching program. fe 
45 man clinic adjacent to hospital. Excellent per- 
sonnel policies. State background and salary 
requested. 
Write: Personnel Manager 

Virginia Mason Hospital 

1111 Terry Avenue 

Seattle 1, Washington 


Uniform Insignia, same 
size as illustrated, gold 
filled quality, green 
French jewelers enamel, 
safety catch 


$7.50 each 


Rates for Want Ads are $1.25 per line with 
a minimum of four lines. Type your ad 


counting 47 characters and spaces per line, Lapel Emblem, same size as il- 
approximately seven words per line. lustrated, 10K solid gold, 
green French jewelers enamel, 
Copy must be received January 1, March 1, safety catch 2 
May 1, July 1, September 1, or November 1. $6.00 each Fe 


Both ilable for immediate deliv- 
All Want Ads must be paid for in advance. pons aa ae ll excise tax, no 


Make checks or money orders payable and COD’s, send payment with order 
send direct to: direct to manufacturer — 


AWARD EMBLEM MFG. CO. 


American Association of 
Inhalation Therapists 


332 South Michigan Avenue 
Chicago 4, Illinois 


AWARD EMBLEMS OF DISTINCTION 


3435 W. Sist STREET, CHICAGO 32, 


new PEN-I-SOL PLASTIC 
HUDSON NEBULIZER FOR |.P.P.B. UNITS 
fits all models and makes 


AT LAST... A NEW PLASTIC NEBULIZER THAT 


... Does not spill when tipped 
... Produces a droplet free mist 
. . Keeps nebulizing when tilted at any angle 
... Does not throw droplets 
.. .Does not clog easily 


... Produces optimum particle size 
... ls easy to clean 

.. Keeps medicament in nebulizing area 
... Withstands rough usage 

.. Fits all |.P.P.B. units 


manufactured by 


HUDSON OXYGEN THERAPY SALES CO. 


Lodi, Ohio Los Angeles 27, California Model No. 2110. Plastic Nebulizer 
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continued from page 19 


The therapist usually starts the therapy 
and the nurse supervises the care of the 
patient. The therapist aids her by also 
observing the operation of the apparatus 
and the response of the patient. The ther- 
apist, because of his constant familiarity 
with the apparatus, is perhaps more alert 
to its functional peculiarities. He adjusts it 
when necessary and advises the nurse of 
any change in liter flow or technique. 
He is constantly alert for any hazardous 
conditions and sees that safety precau- 
tions are always followed. The therapist 
is also responsible for the maintenance of 
the apparatus and he cleans and disinfects 
it after use. 

Another important means of communi- 
cation is the Case Record of the therapy. 
This usually is kept jointly by the nurse 
and technical staff with each team member 
recording pertinent observations. The Case 
Record is needed by the physician for clini- 
cal evaluation of his patient’s condition. 
It is needed as a communication between 
the nurse and the therapist and other 
persons attending the patient. For in- 
stance, it is important that nasal catheters 
be changed at least once every eight hours. 
The time of change should be marked on 
the patient’s chart as a matter of record. 
Good records are essential for the carrying 
out of research and are also needed by the 


a 


Business Office so that proper charges form 
the service may be levied. Records show 
that the prescription is being fulfilled and 
they show how the patient is responding 
to the treatment. Most hospitals are now 
adding a special Oxygen Therapy Casé 
Record to their charts. 

In addition to records of therapy, there 
are other tools of communication which 
should be used to keep all personnel 
abreast of inhalation therapy: 

1. Written directives 

2. Orientation lectures for new person- 

nel 

3. Consultations and conferences 

4. In-service programs for both medical 

and nursing personnel. 

The members of the health and nursing 
teams, both as a group and as individuals, 
must make a concentrated effort to keep 
up with the advances in this field in order 
to bring safe and effective therapy to the 
patient. The fact that you are reading this 
indicates your awareness of this need, but 
being well informed is not enough. You 
must also make every effort to coordinate 
your activities and efficiently communicate 
with each other. It is imperative that you 
know and understand the functions and 
responsibilities of the other members of 
the team as well as your own. The patient 
is our primary concern and it is toward his 
welfare that all activities are directed. 


THE AMERICAN ASSOCIATION OF 
INHALATION THERAPISTS is an 
organization of therapy technicians 
working: In hospitals, for firms pro- 
viding emergency therapy service, 
and for municipal organizations. 
The Association is sponsored jointly 
by the American College of Chest 
Physicians and the American 
Society of Anesthesiologists. Three 


: Advisory Board Paul Noble Price 
doctors from each group comprise Albert H. Andrews, Jr., M.D. Methodist Hospital 
the joint Board of Advisors to the Hylan A. Bickerman, M.D. Indianapolis, Indiana 
AAIT, which has nearly 1,000 mem- 
bers in the United States, Can- ities. Executive Director 


ada, and several countries abroad. Meyer Saklad, M.D. Albert Carriére 


AMERICAN ASSOCIATION OF INHALATION THERAPISTS 


President 

Joseph J. Klocek, R.N. 
Presbyterian Hospital 
New York, New York. 


Secretary-Treasurer 


Mrs. Agnes M. Forrest 
Chicago, Illinois 


Chairman of the Board 
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